Introduction
Investigation of HIV infected patients with right upper quadrant pain and obstructive liver function tests led to the recognition of a syndrome termed AIDS related sclerosing cholangitis (ARSC).'2 Cello' classified biliary tract abnormalities in a series of 26 patients with AIDS into four distinct radiographic patterns:
(1) papillary stenosis alone, with a common bile duct greater than 8 mm in diameter and distal 2-4 mm tapering of the common bile duct, (2) intrahepatic sclerosing cholangitis alone, Figures represent the median with means bracketed and the range. ALT = alanine transaminase U/1 (NR < 40); AST = asparate transaminase U/1 (NR < 40); Alk P = alkaline phosphatase U/1 (30-130); Bilirubin = total bilirubin gmol/l (NR < 17); CD4 countmedian T helper cell count (NR > 500 x 106/1).
Discussion
This series represents the largest reported of ARSC. It also appears to be the first time that the association of pancreatic abnormalities with ARSC has been described. In keeping with previous series,' the most common form of ARSC was type III-papillary stenosis in association with sclerosing cholangitis. In an earlier series the presence of intraluminal polypoidal filling defects was noted12 and we noted these in almost a third of cases, particularly in association with type III ARSC. Since the polyps are seen with diffuse, severe biliary inflammation their aetiology may be similar to pseudopolyps found in ulcerative colitis.
Opportunistic infections that most commonly cause ARSC include CMV, Cryptosporidium Sp,3 and less commonly Mycobacterium avium intracellulare'0 and Microsporidium."3 In addition to these organisms, pancreatic disease in HIV infected patients may also be caused by Cryptococcus neoformans, Pneumocystis carinii, Toxoplasma gondii, and Mycobacterium tuberculosis. CMV and Cryptosporidium are responsible for 45% of infective causes of pancreatitis.5 As many patients with ARSC have intestinal infection with cytomegalovirus or Cryptosporidium at the time of diagnosis,"4 it can be postulated that ARSC is a result of either ascending biliary infection for the protozoal infections, or systemic bloodborne infection for CMV and other opportunistic infections. This may explain the common association between ARSC and pancreatic abnormalities, with the organisms able to colonise both the pancreas and biliary tree. In the same way that infection causes stenosis of the biliary sphincter, we postulate that a similar process affects the pancreatic sphincter causing the ductal dilatation. The pancreatic abnormalities that we have detected may give rise to some of the abdominal pain that is a feature of ASRC and explain why biliary sphincterotomy is not always useful in relieving the pain. 4 The results of our study support the important diagnostic role of ERCP in patients suspected of having ARSC and support the use of ampullary biopsy for microbiological diagnosis of infective causes. In addition the frequent finding of pancreatic abnormalities suggests an additional mechanism for the pain of the condition.
